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Abstract
Introduction and Aims. Industry groups with vested interests in policy regularly work to protect their proﬁts via the endorsement
of ineffective voluntary regulation and interventions, extensive lobbying activity and minimising the health impact of consumption
behaviours. This study aims to examine all alcohol industry submissions to the Australian House of Representatives Standing Com-
mittee on Social Policy and Legal Affairs into Fetal Alcohol SpectrumDisorders (FASD), to assist in understanding how those with
vested interests contribute to policy development. The analysis aims to document the strategies and arguments used by alcohol indus-
try bodies in their submissions and to compare these with known strategies of vested-interest groups.Design andMethods.All 92
submissions to the Inquiry were screened to include only those submitted by alcohol industry bodies (ﬁve submissions). Content do-
mains were derived based on the major themes emerging from the industry submissions and on common vested-interest behaviours
identiﬁed in previous literature.Results.The following content categories were identiﬁed: Concerns about FASD; Current industry
activities and FASD prevention; Value of mandatory warning labels; and Credibility of independent public health researchers and
organisations.Discussion andConclusions.Alcohol industry submissions sought to undermine community concern, debate the
evidence, promote ineffective measure which are no threat to the proﬁt margins and attack independent health professionals and re-
searchers. In doing so, their behaviour is entirely consistent with their responses to other issues, such as violence and chronic health,
and copies the tactics employed by the tobacco industry. [AveryMR,DrosteN,Giorgi C, FergusonA,Martino F,CoomberK,
Miller P. Mechanisms of inﬂuence: Alcohol industry submissions to the inquiry into fetal alcohol spectrum disorders.
Drug Alcohol Rev 2016;00:000-000.]
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Introduction
Industry groups with vested interests in policy have long
attempted to protect their proﬁts by advocating to
government on legislative and regulatory matters. Those
with a ﬁnancial stake in harmful consumption or
products harmful to health have demonstrated a reveal-
ing pattern of behaviours [1], either via the endorsement
of ineffective interventions, undermining of independent
researchers, extensive lobbying, downplaying the health
impact of consumption behaviours or the use of Social
Aspects and Public Relations Organisations (SAPRO)
[2–6]. Hazardous consumption industries seek to dilute
research outcomes through the use of commissioned
research, which their lobbyists use to generate doubt
among politicians and policy makers. The Australian
alcohol industry also leans upon the image of corporate
social responsibility projected by their SAPRO
DrinkWise [6], which ultimately aims to beneﬁt the
industry rather than public health [7,8]. DrinkWise has
thus far opposed evidence-based harm reduction mea-
sures endorsed by independent public health experts,
while delivering high proﬁle ‘soft-touch’ public health
intervention known to be ineffective [6].
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R E V I E W
The detrimental effects of prenatal exposure to
alcohol are collectively known as Fetal Alcohol
Spectrum Disorders (FASD) [9]. This term describes
a range of cognitive, physical and behavioural deﬁcits
resulting from such exposure, including alcohol-related
birth defects, alcohol-related neurodevelopmental dis-
order and Fetal Alcohol Syndrome (FAS). FASD is
recognised as one of the most common preventable
causes of birth defects in Australian children [10].
Given this, there has been a call for action to prevent
further cases of FASD through changes to public
health policy [11,12].
The inquiry into Fetal Alcohol Spectrum Disorders
In November 2011, the Australian Government House
of Representatives Standing Committee of Social and
Legal Affairs commenced an Inquiry into the prevention,
diagnosis and management of FASDs. The committee
was asked to investigate three main areas, encompassing
prevention strategies, intervention needs, such as diag-
nostic tools and early intervention, and management
issues, such as access to services. In addition to 13 public
hearings held in capital cities and regional centres, the
Committee received 92 submissions from state and terri-
tory government departments, academic and research
groups, non-government organisations, members of the
public, health care providers and alcohol industry groups.
As a result of the Inquiry, in 2012 the Committee tabled a
parliamentary report entitled, ‘FASD: The Hidden
Harm’ [12].
An examination of all alcohol industry submissions to
the FASD Inquiry was conducted to assist in understand-
ing how vested-interests contribute to policy development.
The aim of the analysis was to document the strategies ev-
ident in the alcohol industry submissions to the Inquiry, to
assess the alignment of this content with known strategies
of vested interest groups and to examine the congruence of
the submissions with available research evidence.
Method
Materials
This paper reviews publically available submissionsmade
by alcohol industry bodies to the House of Representa-
tives Standing Committee on Social Policy and Legal Af-
fairs into FASD. Copies of the alcohol industry
submissions are available as supplementary materials.
Procedure
Approval of an ethics committee was not required for this
study. Ninety-two submissions were made to the FASD
Inquiry (see Table 1). These 92 submissions were
screened to include only those submitted by alcohol in-
dustry bodies (ﬁve submissions). Submissions from the
alcohol industry were then analysed to examine the strat-
egies adopted in the development of the submissions.
Relevant extracts from the alcohol industry submissions
were allocated to one of the four following content do-
mains: (i) concerns about FASD; (ii) current industry ac-
tivities and FASD prevention; (iii) value of mandatory
warning labels; and (iv) credibility of independent public
health researchers. Categories were derived based on the
major themes emerging from the alcohol industry sub-
missions and on common vested-interest behaviours
identiﬁed in previous literature [3,5,13].
Results
Ninety-two submissions were made to the FASD Inquiry
from sources, including community groups and non-
government organisations, health care providers and pri-
vate individuals.
Alcohol industry submissions
In total, four national alcohol industry bodies and one
state alcohol industry body made submissions to the In-
quiry: (i) The Winemakers’ Federation of Australia
(WFA); (ii) the Brewers Association of Australia and
New Zealand Inc. (Brewers); (iii) the Distilled Spirits In-
dustry Council of Australia (DSICA); (iv) the Australian
Wine Research Institute (AWRI); and (v) Australian Ho-
tels Association of Western Australia (AHA (WA)). To-
gether these ﬁve peak industry bodies make up an
overwhelming majority of the Australian alcohol industry
and are responsible for the representation of the industry
in legislative and regulatory affairs.
The Brewers Association represent the interests of four
major brewers who collectively brew over 95% of the
Australian and New Zealand beer market [14]. DSICA
is the peak national trade association for producers and
Table 1. Submissions to the House of Representatives Standing
Committee on social policy and legal affairs into fetal alcohol spectrum
disorders
Category f
Alcohol industry bodies 5
Anonymous 7
Community groups and
non-government organisations
31
Education or research institutes 9
Government bodies 19
Health care providers 9
Private individuals 12
M. R. Avery et al.
© 2016 Australasian Professional Society on Alcohol and other Drugs
marketers of distilled spirits sold in Australia [15]. The
WFA represent winemakers around Australia, and their
members produce more than 90% of Australian wine
[16]. The national AHA has more than 5000 members
across the country [17], while the Western Australian
chapter represents over 80% of the hotel and hospitality
industry inWA [18]. The AWRI are an industry research
organisation primarily interested in wine production sup-
port and efﬁciencies, but also regularly contribute to pub-
lished papers and policy discourse surrounding wine
consumption and health [19].
Four of the submissions came from the National Alco-
hol Beverage Industries Council’s six members. The Na-
tional Alcohol Beverage Industries Council is the peak
association for the Australian alcohol industry [20]. They
represent the interests of the six key alcohol manufac-
turers and sellers that make up the majority of the alcohol
sector in Australia, including: Winemakers Federation of
Australia; Brewers Association of Australia and New
Zealand; the Australian Hotels Association; Clubs
Australia; the Australian Liquor Stores Association and
theDistilled Spirits Industry Council of Australia. All ﬁve
submissions focused on prevention strategies and early
intervention programs.
Content domains
Concerns about FASD. The content domain Concerns
about FASD was identiﬁed in four submissions (DSICA;
WFA; AWRI; AHA (WA)).Data from the 2010National
Drug Strategy Household Survey was used by alcohol in-
dustry bodies to suggest that there is a high level of aware-
ness about the adverse effects of alcohol consumption
during pregnancy among pregnant women, and that
pregnant women are already altering their alcohol intake
during pregnancy as a result. For example, DSICA
wrote:
‘Awareness of the potential negative impact of alcohol in
pregnancy is already very high, amongst women at least.
This is shown by the great majority of pregnant women
(97.5%) who already alter their alcohol intake positively,
either totally abstaining (52%) or reducing the amount con-
sumed (45.5%) according to the 2010 National Drug
Strategy Household Survey’ (DSICA, page 2 and 3).
In addition, two alcohol industry bodies argued that
there is a low prevalence of FASD in Australia (WFA;
AWRI). For example, WFA wrote that, ‘The Australian
Government Department of Health acknowledged an
initial study into incidence of foetal alcohol syndrome
which suggested that the published prevalence rates of
FAS stand at 0.02 per 1000 total Australian Births [sic].
Subsequent studies have found similar estimated rates’
(WFA, page 4).
Current industry activity and FASD prevention. Four out
of the ﬁve submissions argued that current industry activ-
ities are sufﬁcient in preventing FASD (Brewers; WFA;
DSICA; AWA (WA)). This theme was generally com-
prised of content that emphasised membership to the
Australian alcohol industry SAPRO DrinkWise. For
example, AHA (WA) state:
‘DrinkWise Australia is an independent, not-for-proﬁt or-
ganisation focused on promoting change towards a healthier
and safer drinking culture in Australia. The philosophy is
founded on industry leadership and community partner-
ships. The DrinkWise approach is focused upon sustained,
multi-faceted and inclusive approach that is required to sup-
port positive change’ (AHA (WA), page 10).
In particular the DrinkWise voluntary labelling initia-
tive was endorsed in four of the submissions (DSICA;
AWA (WA); WFA; Brewers). The AHA (WA) submis-
sion highlights this argument:
‘As part of a DrinkWise Australia strategy, many sectors of
the alcohol industry are voluntarily placing alcohol and
pregnancy information labels on products preferred by fe-
male consumers. The DrinkWise Labelling initiative in-
cludes written and visual images as well as direction to a
relevant website where additional detailed information is
available’ (AHA (WA), page 11).
Further, the WFA state, ‘…the alcohol industry has,
through self-regulated voluntary adoption by its
members, made signiﬁcant improvements in raising
awareness of the dangers of excessive consumption…’
[WFA, page 21].
Value of mandatory warning labels. Three of the alcohol
industry submissions (AWRI; WFA; AHA (WA))
suggested that alcohol warning labels could have adverse
effects for pregnant women, including prompting the un-
necessary termination of pregnancies, and the efﬁcacy of
alcohol warning labels is questioned across all of the sub-
missions. In one instance, theWFA used the higher prev-
alence of FASD in Aboriginal and Torres Strait Islander
communities to question the need for population-wide
exposure to mandatory warning labels, ‘We [WFA]
therefore question why the entire population is subjected
to mandatory labels on their products when they are
shown to drink responsibly, with few negative conse-
quences’ (WFA, page 17).
The AWRI and the WFA both question the efﬁcacy of
warning labels in eliciting behavioural change. An exam-
ple of this argument comes from the following AWRI
quote:
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‘Research suggests that telling an individual that a
behaviour is harmful or providing information about the
risk associated with a behaviour is insufﬁcient to affect an
individual’s actions, while increasing an individual’s
knowledge about a health risk does not necessarily cause
that individual to change or modify negative or risky be-
haviour [Engs 1989]’ (AWRI, page 18).
Credibility of independent public health researchers and
organisations. Two of the submissions contained con-
tent that address the credibility of independent public health
researchers and organisations (Brewers; AHA (WA)). For
example:
‘There is a worrying trend for what can only be described as
an anti-alcohol lobby to portray all alcohol as bad all the
time and to dismiss as industry spin the legitimate social
and (proven) health beneﬁts of moderate consumption.
There is a credible risk that unwarranted and over-dramatic
label warnings will become a part of that campaign’
(Brewers, page 18 (submission part two)).
The credibility of the National Alliance for Action on
Alcohol (NAAA) and the National Drug and Research
Institute was questioned in the following statements:
‘The second of these facts is usually ignored in the advo-
cacy of population level measures, particularly by NAAA
members who are often paid advisers to government on
alcohol policy’ (Brewers, page 18 (submission part
two)); and ‘… though the National Drug Research Insti-
tute is a very active member of the extreme anti-industry
NAAA group’ (Brewers, page 3).
Moreover, AHA (WA) directly undermined individual
independent public health researchers, for example:
Additionally, when other ‘respected’ [sic] health pro-
fessionals also dismiss the participation and enthusiasm
of the industry as ‘half-baked grandstanding’ and simply
‘people trying to protect their own interests’ this dis-
misses the commitment of licensees and the industry to
not only do the right thing for the community, but also
for the individuals who may be at-risk.’ (AHA (WA),
page 9).
Discussion
The aim of this paper was to document the key argu-
ments used by alcohol industry bodies to achieve desir-
able policy outcomes in their submissions to the House
of Representatives Standing Committee on Social Policy
and Legal Affairs into Fetal Alcohol Spectrum Disorders
Inquiry. Four national alcohol industry bodies and one
state alcohol industry body made submissions to the
FASD Inquiry. Of particular interest was the consistency
between the strategies used in these ﬁve submissions and
known industry tactics used to delay or prevent public
policy [1,21].
As a result of the Inquiry into FASD the Committee
tabled a parliamentary report entitled, ‘FASD: The
Hidden Harm’ [12]. In all, the Committee made 19 rec-
ommendations to the Australian Government covering
the prevention, diagnosis and management of FASD in
Australia. Of the 19 recommendations, ﬁve directly re-
lated to the actions of the alcohol industry. Speciﬁcally,
the Committee recommended that alcohol warning
labels be included as an agenda item on the Legislative
and Governance Forum on Food Regulations in Decem-
ber 2012, including a warning label that advises against
any alcohol consumption when pregnant or when plan-
ning a pregnancy. The Committee also recommended
that warning labels be required to be placed on all alcohol
products, advertising, and packaging by January 2014. It
was recommended that the labels consist of a symbol in
addition to text and a minimum size, the placement and
the content should be established and regulated by the
AustralianGovernment. The Inquiry committee also rec-
ommended that aNational Alcohol Sales Reform Plan be
introduced to reduce alcohol related harm in Australia,
and they emphasised pricing, availability and alcohol
marketing strategies as part of this reform.
Despite the recommendation to include warning labels
on all alcohol products, in June 2014 Australian govern-
ments and the New Zealand Government, through the
Legislative and Governance Forum on Food Regulation,
recommended that the existing voluntarymeasures by in-
dustry be allowed to continue and be reviewed in two
years [22]. The Government did announce a National
FASD Action Plan. However this Plan did not include
preventive measures, such as warning labels or other al-
cohol controls [23].
The content of these submissions is consistent with the
tactics of alcohol bodies and other hazardous consump-
tion industries previously identiﬁed [3]. The current
ﬁndings reﬂect established patterns of: (i) inter-agency
collaboration to present united messages and
downplaying the role of alcohol in associated harms
(e.g. DrinkWise membership) [21]; (ii) establishing and
utilising SAPROs to project corporate social responsibil-
ity (i.e.DrinkWise) [6]; (iii) attacking the credibility of in-
dependent researchers [4]; and (iv) endorsing the use of
benign interventions, such as the current voluntary warn-
ing label system, which are known to be ineffective and
have negligible impact to proﬁt [3].
Concerns about FASD
Four of the ﬁve industry bodies used their submissions to
minimise concerns about FASD in Australia. This was
done in several ways, for instance, two of the ﬁve alcohol
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industry submissions minimised the potential gains of
preventive action. The DSICA submission to the Inquiry
used ﬁndings from the 2010 National Drug Strategy
Household Survey (NDSHS) [24], to argue that high
levels of pregnant women are already aware of the adverse
effects of alcohol consumption during pregnancy and the
potential gains of preventative action are therefore mini-
mal. DSICA suggest that because 97.5% of women ‘pos-
itively alter’ their alcohol intake during pregnancy and
they use this number to question the beneﬁts of raising
awareness about FASD in the community, suggesting
that awareness must already be very high. A very similar
argument was made by AHA (WA) (AHA (WA), page
6). This selective use of statistics in the submissions from
the alcohol industry is a powerful statement of agenda.
The number is the result of a calculation that includes
women who self-reported abstaining (52%) or reducing
alcohol consumption during pregnancy (45.5%) in the
2010 NDSHS [24]. These results from the NDSHS
show that while approximately one half of expectant
mothers abstain, the other half continue to consume alco-
hol while pregnant. Moreover, the design of the 2010
NDSHS precludes determining the current levels of con-
sumption amongst pregnant womenwho report reducing
their alcohol intake. That is, the levels of alcohol con-
sumption among those 45.5% of Australian women sur-
veyed who reported consuming alcohol during
pregnancy is unknown.
The most recent NDSHS (2013) included questions
about the amount of alcohol consumed among women
who continue to drink after pregnancy awareness. From
this data, of the womenwho continue to consume alcohol
after pregnancy awarenessmost (96%) usually consumed
one to two standard drinks per occasion [25]. There is
also emerging evidence to suggest that the proportion of
women reporting abstinence is increasing in Australia
[26].While thesemore recent studies show a positive pat-
tern of reduction of alcohol consumption during preg-
nancy there is still a signiﬁcant proportion of women
that are consuming alcohol in excess of the recom-
mended guidelines.
Current research demonstrates that the safe margins of
alcohol consumption before risk of harm to the fetus are
extremely narrow [27], and even moderate drinking dur-
ing pregnancy is associated with FASD [28]. Moreover,
low levels of alcohol exposure prenatal alcohol exposure
have been associated with behavioural and emotional
problems [29]. Given this, both the National Health
and Medical Research Council Guidelines and the
World Health Organisation guidelines, along with other
peak health bodies, such as the US National Centres for
Disease Control and Prevention, continue to advise that
it is safest to avoid alcohol altogether [30–32]. There is
an urgent need to increase awareness of FASD in
Australia.
Awareness of FASD is low, with 2015 polling indicat-
ing that 50% of adult Australians are unaware of FASD
[33]. Additionally, prevalence rates of FAS and FASD
are widely regarded as underestimations because of in-
complete and inconsistent recording of alcohol use dur-
ing pregnancy, poor diagnosis, and a lack of awareness
amongst health professionals [33]. However, two alcohol
industry bodies minimised FASD as an issue in Australia
in their submissions. The WFA and AWRI both utilised
out-dated prevalence data that underestimates FAS rates
in Australia. Birth prevalence rates of FAS are currently
estimated to be between 0.06 and 0.68 per 1000 live
births and rates are higher still among Indigenous
Australians [34], at least three times higher than those
reported by the WFA and AWRI.
Current industry activities and FASD prevention
Four of the industry bodies (DSICA; WFA; Brewers;
AHA (WA)) suggested that current alcohol industry ac-
tivities were sufﬁcient in the prevention of FASD, further
minimising the need for government action on FASD
prevention. They all used their submissions as an oppor-
tunity to promote the alcohol industry’s DrinkWise cam-
paign and particularly the DrinkWise voluntary labelling
initiative. DrinkWise Australia is touted as an indepen-
dent, not-for-proﬁt organisation whose stated aim is to
bring about a ‘healthier and safer drinking culture in Aus-
tralia’ [35]. However, DrinkWise Australia is funded by
contributions from the alcohol industry, which produces
80% (by volume) of the alcohol sold in Australia, and
therefore has a strong ﬁnancial interest in the production
and sale of alcohol.
The DrinkWise labelling initiative has received
criticism as a public relations tactic used to delay the
introduction of effective health interventions, such as
mandatory alcohol warning labels [6]. The current
voluntary DrinkWise labels have been criticised as being
vague ‘consumer information messages’ rather than spe-
ciﬁc health messages, being simply too small (<5% of the
label), and positioned on the back of products [36–39].
To elicit cognitive and behavioural change, alcohol
warning labels need to be graphic, highly visible, placed
on the front of products and convey speciﬁc, targeted
messages [40].
The WFA argued that the regulation of warning labels
is best left to industry, despite their being no evidence
that industry regulated labels leads to harm reduction
[40,41]. In 2011 the Australian government imple-
mented a voluntary labelling trial giving the alcohol in-
dustry two years to voluntarily implement pregnancy
warning labels on all alcohol product labels. The two year
deadline passed with variable uptake [42] and little indi-
cation of mandatory labelling in future [43]. In fact the
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most recent audit of Australian alcohol warning labels in-
dicates that they are used on only one in three products
[44]. Moreover, in July 2014 the Australian Government
announced that theywould extend the voluntary labelling
regime by another two years [42].
Two alcohol industry bodies used their submissions as
an opportunity to further promote DrinkWise and the re-
cently re-launched DrinkWise website. Such content
aligns with a common strategy utilised by industry bodies
to project corporate social responsibility through the use
of front groups (i.e. SAPROs). In these submissions it is
suggested that links provided to the DrinkWise website
on their ‘consumer information messages’ provide valu-
able further information and demonstrate the industries
role in raising awareness. A component of current volun-
tary warning labels in Australia is the ‘Get the facts’ logo.
This logo directs consumers to the DrinkWise informa-
tional website. A recent study, however, showed that only
7.3%of 18–45year old Australian participants who drank
alcohol on at least a monthly basis reported visiting the
DrinkWise website [45]. It appears that these warning
labels and the ‘Get the facts’ logo are failing to get con-
sumers to the informational website and therefore cannot
be effective in raising awareness.
Value of mandatory warning labels
Questioning the efﬁcacy of alcohol warning labels was a
consistent theme across all ﬁve alcohol industry submis-
sions. Three of the submissions went further, suggesting
that alcohol warning labels could have adverse effects
for pregnant women. One submission questioned the
need for the entire population to be ‘subjected to’manda-
tory labelling at all, despite the World Health Organiza-
tion recommendation that prevention strategies should
be targeted at the population level [31]. This is because
population-level alcohol consumption, and the broader
alcohol culture, inﬂuence overall harmful alcohol use.
Given this, population-level strategies are needed to ad-
dress harmful alcohol use.
DSICA and Brewers both suggested that FASD is an
issue concerning female consumers only and that warn-
ing labels should only be applied to certain female-
preferred alcohol products. Not only does this reasoning
assume that it is possible to predict what women will
choose to drink and dismisses the premise that FASD
awareness and education involves the whole population,
it also disregards the role of paternal alcohol consump-
tion. A US epidemiological study found that 75% of chil-
dren with FAS have biological fathers who are heavy
drinkers and have heavy alcohol consumption in their ex-
tended family, and that a pregnant woman’s partner plays
an important role in supporting the reduction or cessa-
tion of alcohol consumption during pregnancy [46].
Moreover, in another US study 30% of female partici-
pants indicated that they would stop or reduce alcohol
consumption if their partner also stopped drinking, and
38% indicated they would drink less alcohol if encour-
aged by their partner [47]. Therefore, to view FASD
and alcohol consumption during pregnancy as womens’
only issue and to assign sole responsibility to the pregnant
women is to discount social factors that have been shown
to play an important role in FASD.
Of further concern, both DSICA and Brewers’ sub-
missions make unsubstantiated claims about the risk of
‘alarmist’ or ‘simplistic’ statements from public health
campaigns as having the potential to ‘promote unwar-
ranted anxiety, depression or terminations’ amongst ex-
pectant mothers (DSICS, page 6), or ‘may lead women
to abort their foetuses unnecessarily’ (Brewers, page
16). There is, however, no evidence to support the claim
that warning labels have such adverse impacts. Currently
tobacco pregnancy warning labels developed by the De-
partment of Health and Ageing state that ‘smoking harms
unborn babies’. Numerous reviews of the tobacco labelling
regime have been conducted, and nomove has been made
to remove such labels because of risk of anxiety or depres-
sion amongst pregnant women or terminations [48].
Both theWFA and the AWRI submissions downplayed
the potential beneﬁts of warning labels by questioning
their efﬁcacy in triggering behavioural change. Although
it is accurate to suggest that weak warning labels, such as
the ‘consumer information messages’ favoured by the in-
dustry, are ineffective in producing change [49], evidence
clearly demonstrates that health warning labels can create
positive behaviour change when clear, evidence-based and
health related, and when accompanied by a comprehen-
sive public education campaign. For instance, while plain
text tobacco warnings have limited effects on smoker be-
haviour in Australia [50], a review of 94 studies published
in over 13 countries, including Australia, found that
graphic warning labels have signiﬁcant impacts on health
knowledge and perceptions of risk, quit attempt rates
and prevention of smoking initiation [40]. Therefore,
there is the potential to develop alcohol warning labels that
achieve similar outcomes.
Credibility of independent public health researchers
Two of the alcohol industry bodies used their submis-
sions to attack the credibility of independent public
health researchers or research bodies. Separate state-
ments from Brewers and AHA (WA) attributed ideolog-
ical extremism, authoritarianism and ﬁnancial biases to
the advocacy of public health researchers, and call into
question the researchers esteem and integrity in the ﬁeld.
As with the other behaviours identiﬁed in this study,
undermining the credibility of independent scientists is
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a historically documented tactic of tobacco and other
dangerous consumption industries whereby evidence
based public health policies are dismissed as authoritar-
ian, ineffective and ‘nannyist’ [4,51,52].
Conclusions
Industry submissions to the FASD Inquiry reveal a pat-
tern of behaviours typical of those with a ﬁnancial stake
in harmful consumption, a strategy which is replicated
across numerous public health issues and faithfully fol-
lows the methods historically used by the tobacco indus-
try. The industry body submissions downplay the risk of
FASD associated with alcohol consumption during preg-
nancy; endorse ineffective interventions and oppose ef-
fective action; attack the credibility of independent
researchers and ultimately serve to promote their own
vested interests at the expense of public health initiatives.
Warning labels are designed to inform and educate,
and to exist as a part of a larger public health strategy.
In an environment where all legal prescription drugs,
other licit drugs like cigarettes, and even paracetamol, as-
pirin and caffeinated energy drinks carry mandatory
warning labels, the absence of warning labels on alcoholic
products sends a ‘clear message’ that alcohol is safe.
Leaving warning label regulation in the hands of industry
denies the public of a key source of information at the
point of consumption and stands in contrast to all of the
evidence from around the globe. The current situation
suggests that governments aremore beholden to the alco-
hol industry’s ﬁnancial interests, than to the public inter-
est of protecting unborn children and their mothers.
Acknowledgements
This work is supported by ARC Linkage grant
LP130100046 and the Foundation for Alcohol Research
and Education (FARE), an independent, not-for-proﬁt
organisation working to stop the harm caused by alcohol
in Australia www.fare.org.au.
References
[1] Donovan RJ, Anwar McHenry J, Vines AJ. Unity of effort requires unity of
object: why industry should not be involved in formulating public health pol-
icy. J Public Aff 2015;15:397–403.
[2] Hall W, Room R. Assessing the wisdom of funding DrinkWise. Med J Aust
2006;185:635–6.
[3] Hillman AJ, Hitt MA. Corporate political strategy formulation: a model of
approach, participation, and strategy decisions. Acad Manage Rev
1999;24:825–42.
[4] Smith KE, Savell E, Gilmore AB. What is known about tobacco industry
efforts to inﬂuence tobacco tax? Tob Control 2013;22:e1.
[5] White J, Bero LA. Corporate manipulation of research: strategies are similar
across ﬁve industries. Stan L & Pol’y Rev 2010;21:105.
[6] Miller PG, de Groot F, McKenzie S, Droste N. Vested interests in ad-
diction research and policy. Alcohol industry use of social aspect public
relations organizations against preventative health measures. Addiction
2011;106:1560–7.
[7] Anderson P. The beverage alcohol industry’s social aspects organizations: a
public health warning. Addiction 2004;99:1376–81.
[8] BaborTF. Alcohol research and the alcoholic beverage industry: issues, con-
cerns and conﬂicts of interest. Addiction 2009;104:34–47.
[9] Burns L, Breen C, Bower C, O’Leary C, Elliott EJ. Counting fetal alcohol
spectrum disorder in Australia: the evidence and the challenges. Drug Alco-
hol Rev 2013;32:461–7.
[10] O’Leary CM. Fetal alcohol syndrome: a literature review/prepared for the
National Expert Advisory Committee on Alcohol by Colleen O’Leary: Can-
berra, ACT: Commonwealth Department of Health and Ageing, 2002.
[11] Intergovernmental committee on drugs working party on fetal alcohol spec-
trum disorders. Monograph: fetal alcohol spectrum disorders in Australia:
an update In: National Drug Strategy, editor. Canberra: Australian Govern-
ment; 2012.
[12] House of Representatives. House Standing Committee on Social Policy and
Legal Affairs. FASD: The Hidden Harm. Canberra: The Parliament of the
Commonwealth of Australia, 2012.
[13] Gilmore AB, Peeters S. Understanding corporations to inform public health
policy: the example of tobacco industry interests in harm reduction and re-
duced risk products. Lancet 2013;382:S14.
[14] Brewers Association of Australian and New Zealand. About Us: Members
[Internet]. Brewers Association ofAustralian andNewZealand, 2015. Avail-
able at: http://www.brewers.org.au/. (accessed July 2015).
[15] Distilled Spirits Industry Council of Australia Inc. About Us [Internet]. Dis-
tilled Spirits Industry Council of Australia Inc, 2011. Available at: http://
www.dsica.com.au/ (accessed July 2015).
[16] Winemakers’ Federation of Australia. About WFA [Internet]. Winemakers’
Federation ofAustralia, 2015. Available at: http://www.wfa.org.au/ (accessed
July 2015).
[17] Australian Hotels Association. Welcome to the Australian Hotels Associa-
tion [Internet], 2015. Available at: http://aha.org.au/ (accessed July 2015).
[18] Australia AHAW. Home Page [Internet]. Australian Hotels Association
Western Australia, 2015 (accessed July 2015).
[19] The Australian Wine Research Institute. Papers Published [Internet]. The
Australian Wine Research Institute, 2015. Available at: https://www.awri.
com.au/industry_support/wine_and_health/papers/ (accessed July 2015).
[20] Australia DSICo. NABIC [Internet]. Distilled Spirits Industry Council
of Australia, 2011. Available at: http://www.dsica.com.au/content/de-
tail/about_us_national_alcohol_beverage_industries_council. (accessed
July 2015)
[21] Kypri K, Wolfenden L, Hutchesson M, Langley J, Voas R. Public, ofﬁcial,
and industry submissions on a bill to increase the alcohol minimumpurchas-
ing age: a critical analysis. Int J Drug Policy 2014;4:709–16.
[22] Australia andNew ZealandMinisterial Forum on FoodRegulation. Legisla-
tive and Governance Forum on Food Regulation Communiqué 27 June
2014, 2014. Available at: http://www.health.gov.au/internet/main/publish-
ing.nsf/Content/foodsecretariat-communiqu%C3%A9s-14_27Jun.
(accessed 19 January 2016).
[23] Senator The Hon Fiona NashMinister for Rural Health. Government Funds
National Strategy to Target Fetal Alcohol Spectrum Disorders, 2014. Avail-
able at: http://www.health.gov.au/internet/ministers/publishing.nsf/Content/
health-mediarel-yr2014-nash031.htm. (accessed 19 January 2016).
[24] Australian Institute of Health and Welfare. 2010 National Drug Strategy
Household Survey, 2011. Available at: http://www.webcitation.org/
5bhh5KhMu. (accessed y-c)
[25] Australian Institute of Health and Welfare. National Drug Strategy House-
hold Survey detailed report 2013. Drug statistics series no. 28. Cat. no.
PHE 183. Canberra AIHW 2014.
[26] Callinan S, Ferris J. Trends in alcohol consumption during pregnancy in
Australia, 2001–2010. Int J Alcohol Drug Res 2014;3:17–24.
[27] O’LearyCM,BowerC.Guidelines for pregnancy:what’s an acceptable risk, and
how is the evidence (ﬁnally) shaping up? Drug Alcohol Rev 2012;31:170–83.
[28] Jacobson JL, Jacobson SW. Drinking moderately and pregnancy. Effects on
child development. Alcohol Res Health 1999;23:25–30.
[29] Sayal K, Heron J, Golding J, Emond A. Prenatal alcohol exposure and gen-
der differences in childhood mental health problems: a longitudinal
population-based study. Pediatrics 2007;119:e426–34.
[30] National Health and Medical Research Council. Australian guidelines to
reduce health risks from drinking alcohol. Canberra: Commonwealth of
Australia, 2009.
Industry submissions to FASD inquiry
© 2016 Australasian Professional Society on Alcohol and other Drugs
[31] World Health Organization. Global strategy to reduce the harmful use of
alcohol Geneva: World Health Organization, 2010 [30 Jun 2010]. Available
at: http://www.who.int/substance_abuse/msbalcstragegy.pdf. (accessed June
2015).
[32] National Center on Birth Defects and Developmental Disabilities. Fetal
alcohol spectrum disorders (FASDs). Atlanta, GA: Centers for Disease
Control and Prevention, 2009.
[33] Foundation for Alcohol and Research and Education. Annual alcohol poll
2015: attitudes and behaviours. Deakin West, ACT, 2015.
[34] Peadon E, Fremantle E, Bower C, Elliott E. International survey of diagnos-
tic services for children with Fetal Alcohol Spectrum Disorders. BMC
Pediatr 2008;8:12.
[35] DrinkWise Australia. About [Internet]. DrinkWise Australia, 2014.
Available at: https://www.drinkwise.org.au/about-us/about/. (accessed July
2015).
[36] Smith SW, Atkin CK, Roznowski J. Are “drink responsibly” alcohol cam-
paigns strategically ambiguous? Health Commun 2006;20:1–11.
[37] Foundation for Alcohol Research and Education. Alcohol health labelling:
community perceptions of the FARE and DrinkWise model alcohol labels.
Deakin West, ACT, 2011.
[38] Thomas M. Alcohol warning labels—do they work? Department of Parlia-
mentary Services: Canberra, 2012.
[39] Thomas S, Lewis S, Duong J, McLeod C. Sports betting marketing
during sporting events: a stadium and broadcast census of Austra-
lian Football League matches. Aust N Z J Public Health
2012;36:145–52.
[40] Hammond D.Health warning messages on tobacco products: a review. Tob
Control 2011:tc. 2010.037630.
[41] Anderson P, Chisholm D, Fuhr DC. Effectiveness and cost-effectiveness of
policies and programmes to reduce the harm caused by alcohol. Lancet
2009;373:2234–46.
[42] The Legislative and Governance Forum on Food Regulation. Legislative
and Governance Forum on Food Regulation Communiqué 27. Canberra:
Department of Health, 2014.
[43] Mathews R, ThornM,GiorgiC. Vested Interests in Addiction Research and
Policy. Is the alcohol industry delaying government action on alcohol health
warning labels in Australia? Addiction 2013;108:1889–96.
[44] Foundation for Alcohol and Research and Education. Alcohol label audit
Deakin West, ACT, 2013.
[45] Coomber K, Martino F, Babour R, Miller P. Do consumers ‘Get the facts’?
A survey of alcohol warning label recognition in Australia. BMC Public
Health 2015;15:816.
[46] Abel E. Paternal contribution to fetal alcohol syndrome. Addict Biol
2004;9:127–33.
[47] Testa M, Reifman A. Individual differences in perceived riskiness of drinking
in pregnancy: antecedents and consequences. J Stud Alcohol 1996;57:360–7.
[48] Shanahan P, Elliot DL. Evaluation of the effectiveness of the graphic health
warnings on tobacco product packaging. Australian Government Depart-
ment of Health and Ageing: Canberra, 2008.
[49] Greenﬁeld T. Warning labels: evidence of harm reduction from long-term
American surveys. In: Plant M, Single E, Stockwell T, eds. Alcohol: mini-
mizing the harm. London: Free Association Books, 1997:102–25.
[50] Commonwealth Department of Health and Aged Care. Review of health
warnings on tobacco products in Australia. Canberra: Commonwealth of
Australia, 2001.
[51] Fogarty AS, Chapman S. Advocates, interest groups and Australian news
coverage of alcohol advertising restrictions: content and framing analysis.
BMC Public Health 2012;12:727.
[52] Savell E, Fooks G, Gilmore A. How does the alcohol industry attempt to in-
ﬂuence marketing regulations? Addiction 2016;111:18–32.
Supporting Information
Copies of the alcohol industry submissions may be found
in the online version of this article at the publisher’s
website.
M. R. Avery et al.
© 2016 Australasian Professional Society on Alcohol and other Drugs
